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Abstract
Problem: Patients who have same day surgery often have little or no recall of the postoperative home
care instructions when delivered in the aftercare area. The number of instructions that are required for
home care, combined with medications given for pain and nausea as well as anesthesia, can make recall
of these instructions difficult. The purpose of this quality improvement project was to provide the
postoperative instructions for post prostatectomy patients discharged with an indwelling urinary
catheter in the pre-operative area before the patient underwent surgery to decrease the length of time
the patient spent in the recovery unit.
Context: At an Ambulatory Surgery Center on the campus of a medical center in Northern California, the
current performance reflected an average stay in the PACU of 150 minutes. After assessing the current
performance and reviewing regional data that reflected a high of 251 minutes and a low of 85 minutes,
it was determined that there was an opportunity for improvement to 120 minutes for this unit’s
performance.
Interventions: Handouts on catheter care were provided in a discharge folder, a video to watch while
waiting for their surgery to start and hands on practice with a night bag and leg bag were the
interventions for this project.
Measures: The primary outcome was to reduce the length of stay in the recovery unit from 150 minutes
to 120 minutes during a three-month trial period from April 2022 to June 2022 and 100% of patients
receiving the education in the preoperative area.
Results: Despite two outlier surgical patients, the goal of the project was met, with a reduction in the
average length of stay in the Post Anesthesia Care Unit to 116 minutes and all of the patients included in
the trial period received their education in the preoperative area.

3
Conclusion: Providing the discharge teaching in the preoperative area can be successfully implemented
resulting in a reduction in the length of stay for patients discharged with an indwelling urinary catheter.
Key Words: indwelling urinary catheter, preoperative teaching, postoperative education, PACU length
of stay
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Teaching Time: Postoperative Urinary Catheter Care in the Preoperative Setting Before Surgery
A standard practice for hospitals and surgery centers is to review postoperative instructions with
patients after surgery. However, discharge instructions are identified as an area of opportunity for
surgical patients discharged from acute care facilities (Mackles, 2021). The aftercare instruction often
happens in the post anesthesia care unit (PACU) or otherwise known as the recovery unit once surgery is
complete and the patient is ready to be discharged home. Anxiety can inhibit learning and although
discharge instructions postoperatively are often provided, patients may have little to no recollection of
those instructions leading to poor preparation for self-care in the home setting (Tanner and Morgan,
2021). Patient education during the pre-operative phase before surgery has shown to reduce anxiety
and improve recovery for patients (Ibrahim, et al., 2018). Additionally, discharge education preoperatively has shown to improve patients’ retention of the information provided to them.
The postoperative education discussion is the process of reviewing home care instructions
following the surgical procedure and can include instructions that the patient must use in the
postoperative period. Discharge education requires that patients and caregivers learn new skills and
gain new knowledge in a short period of time that will prepare them for home care after discharge
(Tanner and Morgan, 2021). Included in the education are instructions on care of their surgical site,
dressing, and postoperative pain management. The standard of care ensures that the postoperative
nurse reviews the instructions post-surgery. Careful assessment of the patient involves ensuring that
they can understand and retain their education as they are awakening from anesthesia.
Two common outpatient surgeries involving patients discharged with indwelling urinary
catheters (IUC) are transurethral resection of the prostate and photo vaporization of the prostate.
Patients having surgery for obstructed urinary flow due to an enlarged prostate are discharged home
with IUC. Often, these procedures are done in an ambulatory surgery unit (ASU) setting, where they are
released the same day. To eliminate readmissions for patients who have IUC, providing education on
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methods and techniques to manage and prevent urinary tract infections is an essential requirement
before a patient leaves the ASU.
Moving the postoperative (post-op) education earlier in the care of the patient, as the patient is
in the pre-operative area, will decrease the length of stay (LOS) in the PACU. According to Rice, et.al.
(2021), in the periop setting, delayed patient release from the PACU can lead to a bottleneck effect,
reducing the operating room productivity, surgical start time delays, and decreased satisfaction among
staff and patients. Providing complex discharge instructions, such as urinary catheter care, in the preoperative area to a patient who has no experience with the management and self-care of a device will
decrease the risk for infection and readmission. Providing discharge instructions in the preoperative
area will provide positive outcomes for patients and their families.
Problem Description
Healthcare providers aim for two outcomes when providing discharge education which are:
patient recall of discharge instructions and the successful implementation of the education provided to
them. According to Osten, et al., (2021) patients feel vulnerable when the care and responsibility
transitions from the healthcare system to them. Inadequate discharge information, misunderstanding,
and lack of information can lead to readmissions as well as decline in the patient’s condition. With so
many instructions provided to the patient, they may or may not retain the information given to them
post-surgically while in the PACU. Often, these patients are still recovering from anesthesia and may not
be able to recall the information that is reviewed with them. Patient feedback from postoperative
surveys and follow-up phone calls notes that patient recollection of postoperative instructions is often
poor. In fact, the following post-surgical day calls by the healthcare team identified that patients had
little or no memory of their postoperative instruction conversations taking place (Hovsepian, 2017).
Providing the postoperative instructions in the pre-operative setting before the surgery begins
will allow for a shorter length of stay (LOS) in the PACU. According to Polshin, et al., (2021) longer length
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of stay in the PACU is associated with lower efficiency and higher operational costs. PACU time is
typically billed in minutes, as is the operating room. In decreasing the LOS of the surgical patient in the
PACU, the patients will be discharged sooner which will allow the operating rooms (OR) to have
increased efficiency and avoid delays. As stated by Meyers, et al., (2021) delay of the OR can significantly
impact cost and outcomes among surgical patients. Therefore, with the operating room operating
efficiently, the subsequent surgeries can proceed on time and have increased OR bill time. Since the
patient should have better recall of IUC instructions when taught before anesthesia, less time will be
spent reviewing and discussing these instructions in the PACU.
The current performance of this microsystem reflects an average LOS for this patient population
at 150 minutes. Data for the medical center was collected from October 2021 through February 2022
with the local facility data analyst. Regional data collected for the same time frame reflects the highest
LOS is at 251 minutes while the shortest is at 85 minutes with a regional average of 175 minutes.
Although the results for this microsystem show a lower than regional average for performance, it was
determined that there was still opportunity for improvement in this metric.
Available Knowledge
PICOT Question
The PICOT question used for this literature search is: "Will (P) prostatectomy patients discharged
with an indwelling urinary catheter have a (O) shorter length of stay in the PACU when (I) postoperative
education is provided in the pre-operative area before surgery (C) compared to patients receiving their
same care instructions in the PACU (T) over a three-month period?"
An extensive literature search was performed in February and March 2022. The databases used
for the search included PubMed, CINAHL, and Joanna Briggs. Search terms used were: postoper*,
preoperative, teaching, discharge instructions, indwelling urinary catheter, education, and included staff
satisfaction, benefits and PACU and PACU length of stay. The search strategy focused on pre-operative
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education in the PACU, PACU length of stay, length of stay as well as OR efficiency and discharge
education. Only research, peer-reviewed and English articles were consulted if they were published
within the years 2015 to 2022. Preop* educ* and benefits returned 152 results. These were narrowed to
peer review, research articles between 2017-2022 which decreased the articles to 25, and of these 25,
five were selected for the literature review. A critical appraisal tool was utilized on each of the articles
selected for the literature review using the Johns Hopkins Nursing Evidence-Based Practice Appraisal
tool (JHNEBP) (Dang & Dearholt, 2017) (Appendix A).
Literature Review
Hovsepian, et al. (2017), used a quasi-experimental, quantitative study with sports medicine
patients to prove that providing home care instruction before surgery is an optimal time for teaching.
Patient satisfaction scores increased from a starting point of 89.9% and 93.5% in years 2011 and 2012 to
97.1% after completion of the intervention of moving the education period to the pre-operative area.
This article was rated II B using the JHNEBP tool.
Collin, et al., (2015) used a quality improvement project to show that the development,
implementation, and review of a presurgical education program for patients undergoing prostatectomy
surgeries was helpful to reduce patient anxiety; hence, it manages expectations regarding the surgical
procedure and subsequent outcome. Presurgical education also benefits the hospital with reduced
patient calls to address reassurance and complication-related issues. This article was rated IV B using the
JHNEBP.
Tanner & Morgan (2022) performed a cross-sectional descriptive quality improvement project
to demonstrate that patient satisfaction scores are elevated when the postoperative care instructions
were provided in the pre-operative setting. By moving their postoperative teaching to the pre-op area in
their free-standing surgical hospital, they increased their patients’ satisfaction scores via the OAS-CAHPS
scale by 50 points over a 12-week period. This article was rated IV B on the JHEBP.
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Yadav, et. al (2020) used a randomized controlled trial to study if a preoperative education
schedule would be a vehicle to lessen anxiety in children and their parents during the child’s
hospitalization and surgery. A prospective, parallel-group, randomized control trial was conducted with
a sample of 56 children aged 7-12 years and their parents. They concluded that the children’s level of
anxiety and coping mechanism markedly improved in the intervention group as compared with the
control group. Additionally, the level of anxiety and coping mechanisms of the parents improved
significantly as well. This article was rated IA using the JHEBP tool.
Steves & Scafide (2021) explored whether sufficient research evidence exists to support using
multimedia technology in the preoperative education of cancer patients. Spanning a ten-year period,
they examined 529 scientific articles and deduced that there is increased evidence to support the
inclusion of multimedia in preoperative education and that using such resulted in decreased anxiety and
improved knowledge for adult cancer patients. This article is rated IIIB on the JHEBP tool.
Although the literature is limited on providing postoperative instructions in the pre-operative
area before surgery, the existing research still promotes the benefits. Like Hovsepian, et al., Tanner and
Morgan used a quality improvement project on providing patient post-operative care instructions in the
pre-operative area. Just a few years earlier, Colin, et al., performed a similar study as Hovsepian, this
time with the focus on a pre-surgical education program for prostatectomy patients. Taking the
opportunity to provide education while in the pre-operative area as patients are waiting for their
surgery may decrease their anxiety as well as occupy some of the idle waiting time experienced by the
patient. Additionally, patient and staff satisfaction may be increased as bottlenecks in the OR will be
decreased since the PACU will be able to discharge the patient home sooner, freeing up PACU beds in a
timely manner.
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Rationale
Educating patients with post-op IUC care instructions in the pre-operative setting supports
patients’ self-management and improves patients’ outcomes by decreasing the length of stay in the
PACU. The focus is shifted for providing and reviewing the indwelling catheter care from the PACU to the
pre-operative area. The Institute of Healthcare Improvement Model for Improvement framework (IHI,
2022) guides this project by asking three important questions at the beginning: 1. What are we trying to
accomplish?, 2. How do we know a change is an improvement?, and 3. What change can be made that
will result in an improvement? Using the IHI Model for improvement, the Clinical Nurse Leader will also
implement the Plan, Do, Study, Act (PDSA) method to determine if the current change in practice is
successful or needs reevaluation. The PDSA model is a framework for continuous process improvement
and is useful in implementing new initiatives in healthcare (IHI, 2022).
Lippitt’s four-stage theory will be used in conjunction with the PDSA model to determine if there
has been an effective change. This theory includes assessment, planning, implementation, and
evaluation, which closely aligns with the nursing process. According to Mitchell (2013), Lippitt’s work is
more detailed than other nursing theories and could be more useful to nurse managers as it is
underpinned by the four elements of the nursing process. When using Lippitt's four-stage theory, the
nursing staff will have a better understanding of the progress in reviewing the project. Assessment for
the project includes reviewing the data with the staff to identify that a change was needed. Planning
includes both the staff and the change agent, while implementation is undertaken by the staff by
educating the patient in the pre-operative area. Evaluation takes place and determines if another PDSA
cycle will be needed or if the first phase was successful. Assessment and evaluation take place
throughout the project timeline, looking for ways to improve the current methods if needed.

10
Specific Aim
Upon completion of the implementation of the pre-operative teaching, the length of stay (LOS)
for the post prostatectomy patients in the PACU will decrease from an average of 150 minutes to 120
minutes by June 30, 2022.
Section III. Methods
Context
The setting for this quality improvement project is an Ambulatory Surgery Unit (ASU) on the
campus of a medical center in Northern California. Newly opened in April 2021, their surgical count for
the year 2021 was 1761 cases. For the current year to date (2022), 1251 surgical cases have been
performed. Approximately 19 percent of these surgeries are urology cases. The ASU has 16 preoperative and PACU bays. They have a dedicated six bed pre-op area and a 10 bed PACU area with three
Operating Rooms (OR). The patients are admitted through the pre-operative area and recovery takes
place in the PACU. The staff makeup is: 11 Registered Nurses (RN), one patient care technician (PCT),
and one unit clerk. RNs are responsible for the admission, as well as recovery of patients. The PCT assists
with both pre-operative and postoperative care of the patients as well as assisting the patients by
wheelchair to the car upon discharge.
A microsystem assessment was performed using the Institute for Healthcare Improvement (IHI,
n.d.) Clinical Microsystem Assessment Tool. The unit maintains consistent leadership, has the support of
the organization, and the staff feel that they are valued members of the microsystem. There are
frequent education opportunities provided to the staff by the perioperative educator and the unit
functions independently in a patient-focused manner. Process improvement and performance results
are routinely provided to the staff and there are ample resources to support continuous improvement.
Data and microsystem performance is shared through the Quality Department with the Quality Nurse
rounding frequently with the staff.
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An analysis of the unit’s strengths, weaknesses, opportunities, and threats (SWOT) was
completed (Appendix B). The SWOT analysis revealed the strengths to include that the staff works in
both the preoperative area as well as the PACU and that the starting time of the PACU staff may allow
for an additional nurse to assist with the preoperative education if there are no patients in the PACU
when their shift begins. One more strength is that the time used for education in the preoperative area
will take up some of the “empty space” time while the patient is waiting for their surgery to begin.
Weaknesses included in the analysis reflect the patient’s arrival time (if they are late, the OR can’t be
held up waiting for the education to be completed) and if the OR is running ahead of schedule.
Opportunities were identified as optimizing the current education to allow hands-on practice of
switching from a night bag to a leg bag and finding a video for the patient to watch on IUC care while
waiting to go into the OR. Threats to the project included prolonged stay in the PACU due to other
reasons, delay in discharge due to waiting for medications from the pharmacy, and the patient feeling
rushed out of the PACU.
One cost-benefit of moving the education upstream will result in decreased incidence of OR
holds due to bottlenecks in the PACU area. As the current cost of the OR resides at approximately
$39.39/minute and the cost of the PACU is estimated to be $4.54/minute, there would be a significant
cost benefit of ensuring that the PACU has space for the OR patient to arrive for the recovery period to
begin. By decreasing the PACU LOS and ensuring that the OR will not have a delay in bringing the patient
out to the PACU, the net benefit could be as much as $4000/day ($1182/patient for the OR cost; $136
for the PACU cost equates to $1320/patient x 3 patients/day). If five surgeries of these types are
performed each week ($6600 savings), this could amount to a cost savings for the organization of
$26,400/month (see Appendix C).
Communication with the staff for the project planning occurred through staff meetings,
structured planned meetings, and huddles. An agenda was provided at structured meetings and notes
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were taken, reviewed, and shared with the staff. Flyers were posted in and around the nursing units
with updates for the staff on the dates of the next meeting along with detailed information about the
project implementation date. As there are staggered start times for the staff, often two meetings were
held on the same day for the day shift and the mid-shift to receive the same education on the same day.
A Gantt chart outlining the timeline for the project is included (see Appendix D).
Interventions
Through discussions with the staff, the Clinical Nurse Leader (CNL) determined that all preoperative nurses were comfortable and possessed the required knowledge to provide the pre-operative
education to the patients as the nursing staff in the ASU perform pre-operative care as well as recovery.
The patient education that would be required was reviewed again with the staff to ensure their comfort
level was adequately addressed.
Two handouts outlining the care of the IUC were included inside a discharge folder that the
patient would take home, which was provided for the patient to review in the pre-operative area. A
hands-on kit allowed demonstration of changing the bag from night bag to leg bag was assembled for
the staff to review with the patient and provided the opportunity to practice switching between the two
while maintaining aseptic technique. A video was selected that would review the steps required in the
care and cleaning of the IUC and summarized the teaching of the IUC. The unit has two workstations on
wheels (WOW carts) that were bookmarked with the video for ease of use for the nurse educating the
patient and they could bring it to the bedside for the patient to view. There were also laminated
instructions on how to find the video should the staff need the directions.
A smartphrase was created for the pre-operative nurse to use when documenting in the patient
chart that the discharge education was complete. A checklist was created for staff communication to
identify whether the pre-operative education was finished and if there were any barriers identified if the
pre-operative education couldn’t be successfully implemented (i.e.: patient arrived late, OR ahead of
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schedule, another barrier (write-in)). All the ASU staff were educated on the use of the smartphrase and
the indications for when to use it. The checklist was collected at the end of the patient stay in PACU and
placed in a folder on the unit to capture the patient encounters throughout the project.
Study of the Intervention
The study of the interventions for the project was completed weekly and monthly and shared
broadly with staff and management. The PACU LOS was measured though chart checks capturing the
arrival time in the PACU and the discharge time of the patient. The actual arrival and discharge time
were captured using the electronic medical record (EMR). Three months of data were collected and
reviewed while facilitating this project. Data was shared at monthly staff meetings and as needed or
requested by staff. During this time, Plan, Do, Study, Act (PDSA) cycles were completed with the staff’s
involvement. Arrival time of the patient, LOS in the PACU, and modifications to the education plan were
included in the various PDSA cycles, and the staff seemed satisfied with the current flow of the project
and did not feel that any modifications were needed throughout the project.
Staff were educated on the smartphrase and its use. Once the smartphrase was implemented,
chart audits were completed to identify that the smartphrase was used in the patient chart to record the
pre-op teaching provided. A Plan, Do, Study, Act (PDSA) cycle was created to test the change after the
first week of patients and subsequent weeks after the start of the project as needed. The checklists
were collected weekly, to capture the completion rate during the three months of the project. One of
the interventions that was implemented was a checklist for staff communication to identify if the
education was successfully completed in the pre-op area. A Plan, Do, Study, Act (PDSA) cycle was
created to test the change after the first week of patients and subsequent weeks after the start of the
project as needed.
The PACU LOS was examined during the second month of the project. The LOS of the patients
from the first month was tracked on an excel spreadsheet and the CNL reviewed the results at staff

14
meetings. Through another PDSA cycle with the PACU staff, it was decided at that time that no changes
needed to be made in the PACU workflow. The plan and do phase examined the preoperative education,
the study phase included reviewing the LOS of the first month’s patients and the act phase reflected no
changes were needed.
Measures
The measures that were developed for this project are outlined in the project charter (Appendix
D). The outcome measure defined for this project is to decrease the time the patient spends in the PACU
by 30 minutes postoperatively. The process measures reported the percentage of staff nurses that were
educated on the use of the smartphrase. The second and third process measures reported on the
percentages of nurses using the smartphrase to document the pre-operative education given to the
patient and the percentage of patients that were educated in the pre-operative area before surgery. The
balancing measure will report the percentage of patients who provide feedback on decreased
satisfaction due to feeling rushed or pushed out of the PACU. The balancing measure will be captured by
the Press Ganey Patient Satisfaction Survey results or by the PACU staff reporting such patient
comments.
Ethical Considerations
This project has been deemed an evidence-based change in practice project, not a research
project. Therefore, Institutional Review Board approval is not required for the completion of this project
as these interventions did not constitute research. See Appendix E for the Statement of Determination
form. Patient confidentiality was maintained during chart reviews and throughout the length of the
project while collecting PACU LOS metrics, smartphrase use, and use of the checklist. The checklist used
by the nursing staff is not included in the patient chart and personal health information was protected
throughout the project.
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This project aligns with the American Nurses Association (ANA, 2015) Code of Ethics and
University of San Francisco Jesuit values. Cura Personalis, or care of the whole person, is a Jesuit value
that USF regards for each individual’s intellectual, physical, and spiritual health and autonomy
(University of San Francisco, n.d.). Provision 4 of the ASA Code of Ethics states, “The nurse has authority,
accountability, and responsibility for nursing practice; makes decisions; and takes action consistent with
the obligation to provide optimal patient care.” This project aligns with both USF values and Provision 4
of the Code of Ethics for Nurses.
Section IV: Results
The goal for this project was to decrease the PACU LOS from 150 minutes to 120 minutes by
June 30, 2022. At the start of the project, 100% of the staff education was completed on the use of the
smartphrase to document that the pre-operative education had been completed. There were 25
opportunities to educate the patients in the pre-operative area. Of those, the preoperative staff
completed 25 for 100% completion rate. Of the 25, seven were patients who presented with an IUC
already in place. There were two patients identified with prolonged stays in the PACU postoperatively. If
these two cases are not included in the final count, then the final LOS was decreased from an average of
150 minutes to 116 minutes for the three-month period of the project, from April 2022 to June 2022
(see Appendix F).
This quality improvement project began in April of 2022, with data for the project collected
weekly. This consisted of the checklist that was attached to the chart for the preoperative area to
communicate with the PACU staff how much of the IUC education was completed. The staff preferred
this method over having to look in the electronic health record for the smartphrase. Barriers were
identified on the checklist as well, such as if the patient arrived at the preoperative area with an IUC
already in place. The preoperative area staff continued to provide the same education to these patients
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if they were receptive to receiving it. Some patients accepted it and appreciated it; some patients
refused the education, and some were in the middle, where they wanted some but not all the education
provided. The patients who wanted part of the education only were interested in watching the video
and the handouts but did not want to participate with the hands-on practice that was offered.
Section V: Discussion
Summary
This quality improvement project's goal was to reduce the LOS of post-prostatectomy patients in
the PACU. Successful implementation of the project achieved this by decreasing the LOS from an
average of 150 minutes to 116 minutes. Key findings that impacted the effective change included the
pre-operative nurses taking ownership of the education of the patients with the IUC as well as avoiding
any potential OR delays due to the project. The goal of 100% of patients educated in the pre-operative
area was also successfully achieved.
Evidence-based practices were used to implement best practice measures in this quality
improvement project, including using a video about IUC care to assist in the education of the patient.
The education process included written materials, hands-on practice, and handouts for home use.
Education which included visual, written, and tangible elements, lead to greater success with patient
retention, as reflected by feedback from the PACU RNs.
One great result of this project was that pre-operative staff have decided to continue to provide
the IUC education in the pre-operative area. However, they have stated that they are eager to remove
the checklist. As additional staff begin to work in the facility, the successful change of educating the
patient in the pre-operative area will be included in new staff on-boarding. While the PACU staff felt
that the occasional patient needed to have the information reviewed again, they also stated that overall,
they thought the project was successful.
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Patients and staff alike were pleased with the outcome of this quality improvement project.
Patients discussed with surgeons during post-op visits and staff discussed in huddles and unit meetings.
The team reported a more straightforward discharge process as the project progressed. Patients were
not contacted post-surgery by this CNL, but as stated above, the surgeons noted positive feedback from
patients during the post-op visit.
Lessons learned throughout the project included the importance of attaining buy-in from frontline staff taking on the change process. Celebrating the small wins with staff also proved beneficial, as
noted by staff feedback. Staying in contact with the team, rounding weekly, while keeping them
updated on the project status and asking them for input also proved advantageous. The pre-operative
and PACU staff were engaged and more accepting of the change process as they were actively involved
with the project.
Conclusion
Preoperative teaching of the patient with an IUC not only strives for a decreased length of stay
in the PACU but also reduced postoperative contact with their providers as they will have increased
retention of the catheter instruction teachings. This quality improvement project identified
opportunities and used best practices to implement a successful change in the LOS of the patient with
an IUC.
Accomplishing the avoidance of OR delays by educating the patient in the pre-operative area
was extremely helpful during this project and makes sustainability easier to achieve. With the support
and acceptance of the change from the frontline staff, who were agreeable and excited to elicit this
challenge, moving forward should be easily sustainable. One potential detour could be supply chain
issues in the ordering and arrival of the discharge folders that are given with the handouts. Staff will
need to remain in contact with the management team for when supply is low to have this restocked and
available.

18
Although most of these cases are performed in the ASU, occasionally when there is an open OR
day, the potential for these cases to be performed in the main OR (MOR) of the hospital on the medical
center campus will arise. The potential for spread to this area of the medical center is a possibility, and
the ease of spread is feasible. The Peri-op director oversees both the ASU OR and the MOR and was
supportive of the practice change for this project. Education of the MOR pre-operative staff would occur
much the same as the education of the ASU pre-operative staff, although, in the MOR, the pre-operative
staff is a different unit than the MOR PACU, which is the unit that currently provides the education for
these patients. Despite this, there are Staff Nurse III and IVs in the PACU, who could provide the
education to the pre-operative staff in IUC care as a project for their Clinical Ladder.
This project is one that could spread for other types of procedures and services within this
facility as well as potential spread to other facilities as well, to decrease their PACU LOS for other types
of surgeries and procedures. Looking ahead, a project such as this has the potential for a future CNL to
undertake the implementation and rollout throughout their own facility and with the potential for
spread through other surgical services. The CNL would be acting as not only an outcomes manager but
also as a collaborator and information manager as well.
This project’s results reflect that by moving the education to the preoperative area, there can be
a shortened PACU stay, reducing OR bottlenecks and reduction of OR delays by having to hold the
patient in the OR and begin the recovery phase in the OR due to limited bed availability in the PACU
area. Patient and staff feedback for the better was noted with this project, and one benefit that will
continue is that the ASU staff will carry on the process of providing the education in the preoperative
area after the conclusion of the data collection period and there is the possibility of expansion to the
Main OR of the hospital.
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Study

Design

Collin, C., Bellas, N., Haddock, P.,
Wagner, J. (2015). Pre-operative
education classes prior to
robotic prostatectomy benefit
both patients and clinicians.
Urologic Nursing, 35(6), 281285. Doi:10.7257/1053816X.2015.35.6.281

Quality
Improvement

Hovsepian, J., McGah, C.,
O’Brien, C. (2017).
Postoperative instructions
preoperatively: evaluating
effectiveness of a teaching
model on patient satisfaction
regarding instructions for home
care. Journal of Perianesthesia
Nursing. 32(3), 231-237

Quasiexperimental,
quantative.

Steves, S.L., & Scafide, K. N.
(2021). Multimedia in
preoperative patient education
for adults undergoing cancer
surgery: A systematic review.
European Journal of Oncology
Nursing. 52, N.PAG.

Metasynthesis

Sample
192
patients

432 sports
medicine
procedure
patients

847
participan
ts over 9
studies

Outcome/Feasibility
The development, implantation, and
reviewing effectiveness of a presurgical education program for
patients undergoing robotic-assisted
laparoscopic prostatectomy.
Useful to reduce patient anxiety and
manage expectations regarding the
surgical procedure and subsequent
outcome while also having significant
downstream benefits through
reducing the number of calls from
patients to address reassurance and
complication-related issues.
Patient satisfaction tool reflected an
increase from good to excellent.
Providing home care instructions
before surgery is an optimal time for
teaching.
Valuable in showing that discussing
the home care instructions before
surgery is an optimal time for patient
teaching.
Preoperative education is essential
and can reduce patient anxiety and
postoperative morbidity. There is a
promising role for multimedia
preoperative education. Useful for
defining preoperative education
methods and patients’ overall wellbeing.

Evidence
Rating
IV B

II B

III B

23
Appendix A (con’t)

Study

Design

Sample

Yadav, M., Kodi, S.M., & Deal, R. (2020).
Effect of preoperative educational
schedule on anxiety and coping
mechanisms among children and their
parents: A randomized controlled trial.
Journal of Pediatric Surgical Nursing,
9(4), 127-135.
DOI:10.1097/JPS.0000000000000260

Randomized
control trial

56
children
aged 7-12
years and
their
parents

Tanner, D. & Morgan, H. (2022). An
evaluation of timing of discharge
instruction and the impact on patient
satisfaction. The Journal of
PeriAnesthesia Nursing, 37(1), 29-33.
DOI:
https://doi.org/10.1016/j.jopan.2021.08
.003.

Cross
392
Sectionalpatients
descriptive/
Quality
Improvement

Outcome/Feasibility
Levels of anxiety and coping
mechanisms by children were
significantly improved when a
video was watched that
included information about
preoperative care, a glimpse
into the operating room,
showing the use of
instruments, and post-op care.
Useful for educating in the
pre-op area before they go
into the operating room
The results of this project
suggested that patient
satisfaction scores did elevate
when the postoperative care
instructions were provided in
the preop setting.
Useful for facilities that are
interested in increasing
patient satisfaction scores
with the implementation of
moving the post-operative
discharge instruction
conversation.

Evidence
Rating
IA

IV A
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Appendix C: Cost Benefit Analysis/Return on Investment

Cost Savings Estimates for IUC Preoperative Education Project
Unit
OR
PACU
Daily Cost
Savings

Surgeries/Week
Weekly Cost
Savings

Surgeries/Month
Week 1
Week 2
Week 3
Week 4
Total Potential
Monthly Savings

Cost/Minute
$
39.39
$
4.54

$
$

1 Pt/Day
1,182
136

$
$

2 Pts/Day
2,363
272

$

1,318

$

2,636

3 Surgeries

3 Pts/Day
$
3,545
$
409
$

3,954

4 Surgeries

5 Surgeries

6 Surgeries

$

5,272

$

6,590

$

$
$
$
$

5 Pts
5,909
5,909
5,909
5,909

$

23,634

$

3,954

$
$
$
$

3 Pts
3,545
3,545
3,545
3,545

$
$
$
$

4 Pts
4,727
4,727
4,727
4,727

$

14,180

$

18,907

7,907
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Appendix D: Project Charter
Project Charter: Teaching time: Postoperative Urinary Catheter Care in the Pre-operative Setting Before
Surgery.
Global Aim: Postoperative teaching of the indwelling urinary catheter (IUC) care will be moved
upstream to the preoperative area before the patient has surgery to decrease the length of stay in the
PACU by educating patients before general anesthesia.

Specific Aim: Upon completion of the implementation of the preoperative teaching, the length of stay
(LOS) for the post prostatectomy patients in the PACU will decrease from an average of 150 minutes to
120 minutes by June 30, 2022.

Background: Two types of prostate surgeries are often discharged with an IUC. The postoperative
education discussion is routinely delivered in the PACU once the patient is awake enough to follow
commands but often while still under the effects of anesthesia and pain medicine. The PACU
environment creates stress for patients because of the high acuity levels, stress, anxiety, and ambient
noise (Hovsepian, 2017). By moving the postoperative education to the preoperative area while the
patient is waiting to go into surgery, the patient will have better recall of the postop instructions and
spend less time in the PACU. Delayed patient discharge from the PACU can have a ripple effect,
decreasing the productivity of the operating room, delays in surgical start times, and decreased
satisfaction among staff and patients (Rice, et al., 2021).

Sponsors:

Periop Director
ASU Manager
Chief of Urology/Urology MD
partner

RD
YE
EK/AW

Goals: To decrease the amount of time that the post prostatectomy patients are spending in the PACU
following their surgery by ensuring that the preoperative staff can educate the patient on the IUC care
while also documenting in the patient chart using a dedicated smartphrase to outline the education
received. All staff nurses will be educated to use a smartphrase in the patient chart to document the IUC
care teaching performed in the preop area. All patients admitted for prostatectomy surgeries will be
educated in the preop area.
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Measures:

Measure

Data Source

Outcome
PACU LOS for prostatectomy patients will decrease
from 150 minutes to 120 minutes by June 30, 2022.
Process
Nurses educated on use of the Smart phrase to
document education provided
Nurses using the smartphrase to document education
received
Patients getting preoperative education
Balancing
Decreased patient satisfaction due to feeling rushed
out of PACU

Target

Data Analyst

30 minutes

Checklist

100%

Chart ReviewHealth Connect/
checklist
Chart ReviewHC/Checklist

100%

Phone Follow up
survey

10%

100%

Team Members:
RN Lead
Periop Educator
Unit Manager
Preoperative Frontline Staff
Unit Clerk
PACU Frontline Staff
Data Analyst

J.L.
TBD
Y.E.
P.H., M.M., E.L., A.M., K.M.
M.M.
R.P., Q.P., V.U., S.S, M.V.
I.S.
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Hovsepian, J., McGah, C., & O'Brien, C. (2017). Postoperative instructions preoperatively- Evaluating the
effectiveness of a teaching model on patient satisfaction regarding instructions for home
care. Journal of PeriAnesthesia Nursing, 32(3), 231-237.
https://doi.org/10.1016/j.jopan.2015.12.014
Rice, A.N., Douglas, C., Bosarge, H., Young, G., Muckler, V. C., & Vacchiano, C. A. (2021). Fast-tracking
patients in an academic hospital to increase efficiency and decrease discharge delays: A process
improvement plan. Journal of PeriAnesthesia Nursing, 36(6), 615-621.
https://doi.org/10.1016/j.jopan.2021.04.005.
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Measurement Strategy
Background (Global Aim): Postoperative teaching of the indwelling urinary catheter (IUC) care will be
moved upstream to the preoperative area before the patient has surgery to decrease the length of stay
in the PACU by educating patients before general anesthesia.
Population Criteria: Post-prostatectomy patients (Transurethral Resection of the Prostate and Photovaporization of the Prostate) patients going home with an IUC.
Data Collection Method: Baseline data will be obtained on length of stay in the PACU collected from
recorded times in the patient chart for the prior 5 months of cases. After baseline data is obtained,
patient records of surgeries completed between April 1, 2022 and June 30, 2022 will be collected.
Data Definitions

Data Element
PACU
Postop Instructions
Indwelling Urinary Catheter
(IUC)
ASU

Definition
Post Anesthesia Care Unit (often referred to as the
Recovery Room
Instructions for home care provided to the patient,
routinely given after the surgery is completed
A thin, flexible tube inserted into the bladder,
anchored by a balloon filled with saline, to drain
the patient’s urine into a collection bag via a
drainage tube.
Ambulatory Surgery Unit (often called Same Day
Surgery)

Measure Description
Measure

Data Collection Source

Decreased LOS in the PACU

Electronic Health
120 minutes
Record/Data Analyst
Unit Roster Check off list 100%

% of nurses educated on the
smartphrase
% of nurses using smartphrase
to document preoperative
education
% of patients receiving
preoperative education

Goal

Chart Review/Checklist

100%

Chart review/checklist

100%
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Changes to Test

1. Having patient arrival time stay the same to determine if there is sufficient time before
surgery to educate the patient and family.
2. Alter arrival time of patient by 30 minutes (earlier) to ensure there is sufficient time to
educate the patient and family.
3. Begin with a core group of staff committed to taking the time to educate the patient,
then involve all the preoperative staff in the education process of the patient and
family.
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Project Timeline/Gantt Chart

Clinical Nurse Leader (CNL) Competencies
Three of the CNL leader roles as outlined by Harris, et al (2018) include:

1. Team Manager- By initiating preoperative systems whereby elective surgery is a
seamless process and more opportunities are available for patient education, the CNL
will conduct and oversee a change process in the Ambulatory Surgery Unit.
2. Risk Anticipator- The CNL as a risk anticipator will identify processes to reduce errors,
improve communication among the team and develop standardization in process to
establish consistency of care for the patient undergoing prostate surgery.
3. Educator- Through developing documentation systems that assist all healthcare
providers with recording care delivery and outcomes of the education provided, the CNL
will assist the preoperative staff in the ability to document the education that is
provided to the patient in the preop area.
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Appendix E: Statement of Determination Form

CNL Project: Statement of Non-Research Determination Form
Student Name: Lynn Utecht
Title of Project: Postoperative Urinary Catheter Care in the Preoperative Setting Before Surgery.
Brief Description of Project:
To provide postoperative indwelling urinary catheter care to prostatectomy patients in the
preop area to decrease the length of stay in the PACU.
A) Aim Statement: The aim of this quality improvement project is to reduce the PACU length
of stay for post prostatectomy patients from 150 minutes to 120 minutes by June 30, 2022.
B) Description of Intervention:
1. Preop staff will provide IUC care to the prostatectomy patients in the Ambulatory Surgery
Unit
2. The preoperative staff will use a smartphrase to document the education provided
3. Nurses will be educated on smartphrase use
The nursing staff in the preop area will provide postoperative teaching of the indwelling
urinary catheter care including handouts, demonstration, and a video, before the patient
undergoes general anesthesia in the operating room.
C) How will this intervention change practice? By moving the postoperative teaching
upstream while the patient is in the preop area, the length of stay in the PACU will be
decreased and patient satisfaction may increase.

D) Outcome measurements: To reduce the length of stay in the PACU for post prostatectomy
patients from 150 minutes to 120 minutes by June 30, 2022.

To qualify as an Evidence-based Change in Practice Project, rather than a Research Project, the criteria
outlined in federal guidelines will be used: (http://answers.hhs.gov/ohrp/categories/1569)
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X

This project meets the guidelines for an Evidence-based Change in Practice Project as outlined in the
Project Checklist (attached). Student may proceed with implementation.

☐This project involves research with human subjects and must be submitted for IRB approval before
project activity can commence.
Comments:

EVIDENCE-BASED CHANGE OF PRACTICE PROJECT CHECKLIST *

Instructions: Answer YES or NO to each of the following statements:
Project Title: Teaching Time: Postoperative Urinary Catheter Care in the
Preoperative Setting Before Surgery

YES

The aim of the project is to improve the process or delivery of care with
established/ accepted standards, or to implement evidence-based change. There is
no intention of using the data for research purposes.

X

The specific aim is to improve performance on a specific service or program and is
a part of usual care. ALL participants will receive standard of care.

X

The project is NOT designed to follow a research design, e.g., hypothesis testing
or group comparison, randomization, control groups, prospective comparison
groups, cross-sectional, case control). The project does NOT follow a protocol that
overrides clinical decision-making.

X

The project involves implementation of established and tested quality standards
and/or systematic monitoring, assessment or evaluation of the organization to
ensure that existing quality standards are being met. The project does NOT
develop paradigms or untested methods or new untested standards.

X

The project involves implementation of care practices and interventions that are
consensus-based or evidence-based. The project does NOT seek to test an
intervention that is beyond current science and experience.

X

The project is conducted by staff where the project will take place and involves
staff who are working at an agency that has an agreement with USF SONHP.

X

The project has NO funding from federal agencies or research-focused
organizations and is not receiving funding for implementation research.

X

The agency or clinical practice unit agrees that this is a project that will be
implemented to improve the process or delivery of care, i.e., not a personal

X

NO
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research project that is dependent upon the voluntary participation of colleagues,
students and/ or patients.
If there is an intent to, or possibility of publishing your work, you and supervising
faculty and the agency oversight committee are comfortable with the following
statement in your methods section: “This project was undertaken as an Evidencebased change of practice project at X hospital or agency and as such was not
formally supervised by the Institutional Review Board.”

X

ANSWER KEY: If the answer to ALL of these items is yes, the project can be considered an Evidencebased activity that does NOT meet the definition of research. IRB review is not required. Keep a copy
of this checklist in your files. If the answer to ANY of these questions is NO, you must submit for IRB
approval.

*Adapted with permission of Elizabeth L. Hohmann, MD, Director and Chair, Partners Human Research
Committee, Partners Health System, Boston, MA.

STUDENT NAME (Please print):
_____________________________Lynn Utecht______________________________
Signature of Student: _____Signed Electronically Lynn Utecht__ DATE 04/11/2022

SUPERVISING FACULTY MEMBER NAME (Please print): __________________________Liesel
Buchner______
Signature of Supervising Faculty Member
______________________________________________________DATE____________
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Appendix F: Run Chart of Project April – June 2022.

